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NEW YORK SURGICAL SOCIETY. 


Stated Meeting, May 9, 1906. 

The President, Du. George Woolsey, in the Chair. 


PERINEAL PROSTATECTOMY. 

Dr. Charles H. Peck presented a man, sixty-three years of 
age, who was admitted tp Roosevelt Hospital, in the service of 
Dr. Brewer, April 11, 1906, giving the following history: He had 
an attack of gonorrhoea at nineteen years of age; no history of 
syphilis. Was a heavy beer drinker for many years, but drinks 
nothing now. In 1877 he first noticed an obstruction to ejacula¬ 
tion during coitus, with momentary pain in head of penis, followed 
by a dull ache referred to perineum. This condition gradually 
increased in severity for a year or two, when difficulty in urina¬ 
tion was first noticed; the stream was started with difficulty, was 
small, and caused a burning pain along entire urethra; after 
drinking large quantities of beer these symptoms became greatly 
aggravated; the burning sensation would become intense, and 
there would be bearing down pains in the groins, the pain 
radiating down into the testicles. For many years the patient 
had these symptoms, varying in intensity according to his general 
health, and also according to the amount of beer he drank. About 
three years ago he began to get up at night to urinate; at first, 
only once, later two or three times. About six years ago he had 
an attack of retention of urine, which lasted only a short time, and 
919 



PERINEAL PROSTATECTOMY. (,iy 

was relieved by morphine, without catheterization. Last Decem¬ 
ber, after drinking some beer, another attack of retention 
occurred, and for two days the urine had to be drawn by a phy¬ 
sician, after which time voluntary urination again became pos¬ 
sible. Since that time he has had no absolute retention, but he 
has had to get up more frequently at night; five or six times, 
and pain on urination has increased, radiating from the groin 
down into the testicles. His general health is good, and he has 
no other symptoms. 

Examination.—Rectal examination shows a high implanta¬ 
tion of the prostate, with both lateral and vertical enlargement. 
Cystoscopic examination shows intravesicular enlargements of 
the middle lobe; muscular walls in good condition; bladder 
capacity good; no residual urine. Urine showed a trace of albu¬ 
men; no casts. 

Operation April 16, 1906. Ether anaesthesia. Lithotomy 
position, with hips elevated. Median perineal incision; urethra 
opened on a grooved guide; prostatic urethra dilated with dressing 
forceps and Young’s prostatic retractor inserted into the bladder. 
Rectum separated from prostate by blunt dissection with finger 
as high as superior border, with finger of left hand in rectum as 
a guide. An incision made with scalpel through capsule of left 
lateral lohe; ungloved finger inserted beneath capsule, and a 
large globular mass carefully enucleated and removed without 
injuring prostatic urethra. The process was then repeated through 
a separate incision over right lateral lobe, and a similar mass, 
somewhat smaller, was enucleated, using the ungloved finger of 
left hand for this side, while the right hand manipulated the 
retractor. By tilting the retractor, a small middle lobe was then 
enucleated through the cavity left by removal of the right lateral 
lobe. Especial care was taken in enucleating the upper surfaces, 
adjacent to the base of the bladder, and the inner borders adjacent 
to prostatic urethra. The bladder-wall was not damaged, nor, as 
far as could be determined, was the prostatic urethra injured to 
any extent. 

The time from incision to the complete enucleation of all 
lobes was fourteen minutes; six minutes more were occupied 
in passing a No. 33 F. sound through the urethra iiito the bladder, 
searching for a possible stone through the perineal wound, irri- 
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gating the bladder, fastening the perineal drainage tube in place, 
and closing the wound, making a total of twenty minutes for the 
operation. 

Haemorrhage was very moderate; no vessels were clamped or 
ligated, a strip of gauze packing on either side of tube sufficing. 
There was no evidence of shock. 

There was very little reaction, the highest temperature 
being ioi, on the fourth day. Tube drained well; it was removed 
on the sixth day. A 'No. 29 F. sound was passed to the bladder 
on the eighth day, and again on the twelfth day. 

The patient was allowed out of bed on the ninth day. By the 
tenth day, partial urinary control was established, urine passing 
both by urethra and perineal wound at each act, but not escaping 
between times. The interval between acts of urination rapidly 
lengthened, and on the sixteenth day he went from 7 p.m. until 
5 a.m. without urinating or wetting the dressing. 

On the eighteenth day, urine had ceased to come by the peri¬ 
neal wound, all passing by the urethra. 

Dr. George Woolsev said that while Dr. Peck’s case was an 
example of the easy type of perineal prostatectomy some of them 
were very difficult. The speaker said he was struck by the paper 
of Dr. Young, of Baltimore, showing the frequency with which 
he had met with malignant conditions of the prostate, Person¬ 
ally, he had seen but one such case, and in that instance the malig¬ 
nant process was very distinct. The median perineal incision, 
which Dr. Peck had employed in his case, gave an excellent ex¬ 
posure of the prostate, and the speaker said he had resorted to it 
last summer, with good results, in dealing with a case of fistula 
between the rectum and urinary tract. One objectionable feature 
to an extensive perineal incision was the long period of conval¬ 
escence it entailed. 

Dr. Peck, in reply to a question, said there was no history 
of residual urine in his case. In view of the size of the prostate, 
this was rather surprising, but it was probably explained by the 
fact that the greater portion of the hypertrophy was in the lateral 
lobes. The absence of residual urine accounted for the compara¬ 
tive mildness of the symptoms, in spite of their long duration. 
In cases of this type, Dr. Peck said, and where there was no 
suspicion of malignant disease, the short, median perineal incision 
seemed to be of peculiar advantage. 
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A METHOD OF DRAINAGE OF THE ANKLE JOINT. 

Dr. Percy R. Bolton read a paper with the above title (for 
which sec page 595). 

Dr. Woolsey said it had always seemed to him that the 
methods commonly employed in cellulitis about the ankle joint 
or actually involving the joint gave very unsatisfactory results, 
and any improvement on those methods should be welcomed. 
The speaker said he had often noticed how well patients got 
along without the astragalus, especially after its removal for the 
correction of club foot. In such cases, of course, the operation 
was a clean one, but even when the bone was removed in cases 
where infection had already occurred, the result, according to Dr. 
Bolton, was very good. 

Dr. Peck said that while he had no personal experience 
with the method described by Dr. Bolton, lie appreciated how 
rational it would be in dealing with certain conditions about 
the ankle joint. He recalled one case within the past year where 
an amputation was done which might possibly have been avoided 
had this method been resorted to. The case was a low form 
of osteomyelitis in the tibia, and proved so intractable that 
amputation was finally deemed advisable. 

Dr. John A. Hartwell said lie could corroborate what had 
been said about the poor results obtained by the older methods. 
He recalled the case of a woman who, after an abortion, became 
septic, and finally the ankle joint became infected. The joint 
was freely opened, and the wound drained both anteriorly and 
posteriorly, but in spite of this the infection spread upward, 
and finally amputation through the middle thigh was done as a 
life-saving measure. The astragalus was not removed. 

Dr. Hartwell said he could recall a number of other traumatic 
cases in which the joint had become infected, and in some of them, 
in spite of free drainage, amputation was finally necessary. In 
one case in which the leg was saved, the joint remained so 
indurated and painful that it was almost as bad as an amputation. 

MULTIPLE SEPTIC INFARCTS OF THE RIGHT KIDNEY- 
NEPHRECTOMY. 

Dr. Charles II. Peck reported the case of an unmarried 
woman, thirty-one years old, who was seen in consultation with 
Dr. R. H. McConnell on April 8, 1906. She had not felt well 
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for about three months, complaining of headache and malaise, 
and during this time the urine had persistently shown the pres¬ 
ence of albumen and casts, which had, however, diminished in 
amount under treatment. There had been no localized pain, 
elevation of temperature nor other symptoms up to Saturday, 
April 7, when at 9 a.m. she was suddenly taken ill with a chill, 
soon followed by a severe pain in the right side of the abdomen, 
and vomiting. When first seen by Dr. McConnell, at 2 p. m., 
the temperature was normal; pulse 84; there was 110 tenderness 
nor rigidity, and the pain had abated somewhat. Later in the day 
another chill occurred, and the following morning a third, with 
increased pain. At 7 p.m. on April 8, the temperature was 101, 
and there was marked tenderness and rigidity in the right flank. 
At 8 p.m. there was another chill, and at the time of the con¬ 
sultation, 10 p.m., the temperature was 103.6, there was marked 
tenderness and rigidity, and a distinct feeling of a mass in the 
right flank in the line of the colon at the level of the umbilicus. 
No tenderness could be elicited by pressure over the kidney 
posteriorly. A probable diagnosis of appendicitis, with a high 
retrocolic appendix, and localized abscess, was made, and opera¬ 
tion advised. The following day she was admitted to the French 
Hospital. Another chill occurred at 4 p.m., followed by a tempera¬ 
ture of 104. Leucocytes were 30,400, and polynuclear cells, 92 
per cent. 

Operation, at 8.30 p.m., about sixty hours after the onset of 
her acute symptoms. Chloroform and ether aiucsthcsia. 

Appendix exposed through a high right Kammcrer incision. 
It contained a concretion, but showed no evidence whatever of 
acute inflammation. It was removed, and the stump inverted in 
the usual way. The liver, gall-bladder, and pyloric region of the 
stomach appeared normal. The mass felt was easily identified as 
an enlarged right kidney. The abdominal wound was quickly 
closed and the patient turned on her side. The right kidney 
was exposed by an oblique incision; the surrounding fatty cap¬ 
sule was cedematous and somewhat adherent. The kidney was 
considerably enlarged, and through the capsule proper numerous 
small, white, elevated points could be seen. On stripping off the 
capsule, these proved to be minute abscesses, droplets of pus 
appearing on the cortex. Nephrectomy was deemed the safest 
procedure, in view of the acute septic symptoms and the niul- 
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tiple lesions, and the kidney was removed, the ureter and vessels 
being separately ligated with heavy chromic gut. Two cigarette 
drains were placed down to the pedicle, and the remainder of the 
wound closed by layers, with chromic gut, silkworm gut, and silk. 
Time of both operations fifty minutes; condition fair. 

On section, the kidney showed numerous minute abscesses 
in the cortex, and moderate general enlargement. There was a 
small calculus in the pelvis, hut no pus. Cultures from the ab¬ 
scesses showed a pure growth of the colon bacillus. 

On April 11 the leucocytes were 17,240, and the polynuclear 
cells 89 per cent. O11 April 12, 12,800 and 85 per cent.; on the 
16th, 8,800 and 73 per cent. The temperature and pulse dropped 
steadily, and since the sixth day after the operation have been 
practically normal. 

The urine, before operation, contained a distinct trace of 
albumen, with granular and epithelial casts, and pus-cells. Since 
the operation a faint trace of albumen and a few pus-cells have 
persisted, hut no casts. The quantity secreted by the other kidney 
lias been from twenty-five to forty ounces daily. The abdominal 
wound healed per primam, as did the kidney incision, except for 
slight suppuration along the drainage tract. Patient was allowed 
out of bed on the twenty-first day after the operation, and left 
the hospital on the twenty-seventh day, practically well. 

Dr. Bolton said that up to a year or so ago he believed 
that the condition of septic infarcts of the kidney was an indica¬ 
tion for the removal of the organ. About that time he saw a 
woman at the New York Hospital who had two kidneys of this 
kind, and it was very interesting to watch the history of the case. 
She would complain of violent pain in the region of the kidney, 
a 'mass would become palpable, and the woman would become 
markedly septic. Then the symptoms would gradually abate, 
and the tumor would disappear. Exacerbations of this kind would 
recur at varying intervals, on one side or the other, until finally, 
after some months, the attacks ceased, and the patient left the 
hospital fairly well. 

The history of that case, Dr. Bolton said, corresponded with 
what Dr. Robert F, Weir had told him long ago, that some of 
these cases of miliary abscesses recovered spontaneously, a fact 
which he had seen verified at autopsy. 

Dr. Hartwell said the blood-counts in the case reported 
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by Dr. Peck were a good illustration of the point raised by Dr. 
C. L, Gibson in his paper on the “ Value of Differential Leucocyte 
Count in Acute Surgical Diseases,” which was read at a recent 
meeting of the Society, and published in the Annals ok Surgery, 
April, 1906. In Dr. Peck’s case, just prior to the operation, the 
leucocyte count, practically, was 30,000, with 90 per cent, of poly¬ 
nuclear cells, and this disproportion between the leucocytes and 
the polynuclears persisted during the patient’s recovery, the latter 
remaining high, indicating, as Dr. Gibson had pointed out, a 
favorable prognosis. The case emphasized the value of the dif- 
fential blood-count as a diagnostic and prognostic aid in cases of 
this character. 

Dr. John F. Erdmann suggested that in certain of these 
cases, conservative treatment by incision and drainage should be 
given a trial before resorting to nephrectomy. Some three or 
four years ago he did a nephrotomy for a ruptured hilum, with 
multiple abscesses, and drained the kidney, but on the fifth day 
he removed the organ entirely. Eight months later, a large 
calculus was removed from the opposite kidney. That case, the 
speaker said, had impressed him with the importance of the 
greatest conservatism in renal surgery. 

Dr. Woolsey referred to the case of a man who had subacute 
renal symptoms associated with a palpable right kidney, the lower 
end of which seemed to be much enlarged, and upon operation 
it was found to contain numerous cortical abscesses, which were 
limited to the lower pole of the organ. As the upper section of 
the kidney was apparently normal, he removed the lower third, 
and after suturing, allowed the rest of the organ to remain. The 
patient made an excellent recovery. The case was one of staphy¬ 
lococcus infection. 

Dr. Peck, in reply to a question, said that the calculus in 
the case he had reported was a small one, and could not he 
palpated before the kidney was opened. The patient hail given 
no previous symptoms of stone, and there were no evidences of a 
pyelitis. In removing the kidney in this case, Dr. Peck said, he 
had been influenced largely by the fact that, according to the 
literature on the subject', those cases that were drained did badly, 
and for that reason a nephrectomy was justifiable. In future, 
however, he would be inclined to give conservative methods a 
trial. 



